T HE ADVENT OF HUMAN IMMUNODEFICIENCY VIRUS (HN) infection and its attendant problems has focused new attention on the importance of preventive strategies in individuals with compromised host defenses. Advances in the treatment and prophylaxis of opportunistic infections associated with acquired immune deficiency syndrome (Nos) . and indeed treatment of the underlying retroviral infection itself, have given additional years of productive life to these patients. Their quality of life may be enhanced further by the appropriate use of immunization directed towards vaccinepreventable diseases .
The immunosuppression resulting from HIV infection is complex and includes defects in both cellmediated and humoral immunity (1 -3). Vaccine responsiveness and efficacy relate to the individual's net state of immunosuppression at administration; this point must be taken into account when considering strategies of in1munization for the HIV-infected person. An effort should be made to immunize individuals as early as possible to maximize the likelihood of a good response.
Currently recommended immunizations for HIV-infected adults include tetanus-diphtheria (Td) toxoid, influenza vaccine and pneumococcal vaccine. Haemophilus injl.uenzae type b conjugate vaccine (HbCV) may be considered for HIV-infected adults and hepatitis B, combined measles, mumps, rubella (MMR) and inactivated poliomyelitis (IPV) vaccines should also be given if indicated (4,5) .
As for all adults , a booster dose ofTd should be given every 10 years to those who h ave received a primary 108 series (4,5) to ensure maintenance of immunity to tetanus and diphtheria.
Although there are no studies to demonstrate an increased risk of death secondary to influenza in HIVinfected adults, there may be a trend towards a prolonged duration of illness and more respiratory compromise (6); annual influenza vaccination of these individuals is recommended. Recent studies have demonstrated protective antibody levels may be attained in 50 to 90% of asymptomatic HIV-infected individuals (7 ,8) . There are discrepancies, however, in the level of protective antibody response attained in persons with NOS (7 , 8) . An increased incidence of infection secondary to Streptococcus pneumoniae has been clearly documented in patients with NOS and, thus, pneumococcal vaccine is recommended for HIV-infected individuals (9, 10) . Studies of pneumococcal vaccine response suggest there may be a reduced antibody response in HIV-infected persons compared with controls , but the level may still be protective (7).
Because persons with HIV infection are at increased risk of serious infections with H infi.uenzae type b and immunization with HbCV early in the course of HIV infection likely confers protection against invasive disease (11), HbCV may be considered for HIV-infected persons. The efficacy of immunization with HbCV in this population is unknown.
Although live virus vaccines generally should not be given to immunosuppressed persons, measles may cause progressive fatal disease in susceptible HIV-infected individuals (12) ; thus, MMR should be given to adults with HIV infection who have no history of meas-!es and did not previously receive the measles vaccine. High risk behaviour in certain risk groups for HIV infection increases the risk of acquiring hepatitis B infection , and although attempts to reduce risk-taking behaviour should be emphasized. the use of active immunization in this population is recom mended. Recent evidence suggests that HIV-infected persons who are hepatitis B antibody-negative may be at increased risk of chronic HBV infection (13).
Although oral polio vaccine (OPV) has not been harmful when given to HIV-infected persons, it should not be used: rather. IPV (if indicated) is preferred since it eliminates any theoretical risk to the vaccine and prevents the possibility of vaccine virus spread to any immunosuppressed close contacts.
Although childhood immunization has substantially reduced the occurrence of many vaccine-preventable diseases and is considered routine in pediatric populations, such success has not been achieved in adult populations where vaccines are generally underused. In the HIV-infected adult, the prudent use ofinununization to prevent the unnecessary occurrence of vaccinepreventable diseases cannot be overemphasized. With the use of a systematic and conscious approach to vaccination in this population, a significant reduction in the morbidity and mortality of these vaccine-preventable diseases may be achieved. 
